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February 22, 2007

Yvonne Dollins, Administrator
Serenity Guest Home Elderly Care
8618 Ustick Rd

Boise, ID §3704

License #i: RC-515
Dear Ms. Dollins:

On December 15, 2006, a state licensure survey was conducted at Serenity Guest Home Eiderly Care. Asa
result of that survey, deficient practices were found. The deficiencies were cited at the following level(s):

e Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

# Non-core issues, which are described on the Punch List, and for which you have submitted evidence
of resolution.

This office is accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact John Wingate, RN, Health Facility Surveyor, Residential Community
Care Program, at (208) 334-6626. .

o)

OHN\WINGATE,
Team Deader
Health Facility Surveyor
Residential Community Care Program

Sincerely,

TW/slc

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Community Care Program



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

JAMES E. RISCH - Govermnor DEBBY RANSOM, RN, RH.LT « Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Ekder Street

P.0. Box 83720

" Boise, ldaho 83720-0036

PHONE: (208) 334-6626

FAX: (208) 364-1888

E-mail: sb@idhw.state.id.us

December 22, 2006 CERTIFIED MAIL #: 7003 0500 0003 1967 1411

Yvonne Dollins, Administrator
Serenity Guest Home Elderly Care
8618 Ustick Rd

Boise, ID 83704

Dear Ms. Dollins:

Based on the state licensure survey conducted by our staff at Serenity Guest Home Elderly Care on
December 185, 2006, we have determined that the facility failed to protect residents from inadequate care..

This core issue deficiency substantially limits the capacity of Serenity Guest Home Elderly Care to furnish
services of an adequate level or quality to ensure that residents' health and safety are safe-guarded. The
deficiency is described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by January 29, 2007. We urge vou to begin correction immediatelv,

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

* What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

3 How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

¢ What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

‘ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

+ What date will the corrective action(s) be completed by?

Return the signed and dated Plan of Correction to us by January 3, 2007, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.



Yvonne Dollins, Administrator
December 22, 2006
Page 2 of 2

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to the
Chief of the Bureau of Facility Standards for a Level 1 IDR meeting. The request for the meeting must be
made within ten (10) business days of receipt of the statement of deficiencies (January 3, 2007). The
specific deficiencies for which the facility asks reconsideration must be included in the written request, as
well as the reason for the request for reconsideration, The facility’s request must include sufficient
information for the Bureau of Facility Standards to determine the basis for the provider’s appeal. If your
request for informal dispute resolution is received after January 3, 2007, your request will not be granted.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by January
14, 2007.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an
enforcement action against the license held by Serenity Guest Home Elderly Care,

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerelyy
AR

JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Community Care Program

JS/sle
FEnclosure

¢ Debra Ransom, RN., RH.L.T., Chief, Bureau of Facility Standards
Judy Ripke, Program Manager, Regional Medicaid Services, Region IV - DHW
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The following deficiencies were cited during the
standared survey conducted at your residential
care/assisted living facility. The surveyors
conducting your survey were:

John Wingate, RN
Team Coordinator
Health Facliity Surveyor

Patrick Hendrickson, RN
Health Faciiity Surveyor

Donna Henscheid, LSW
Health Facility Surveyor

Maureen McCann, RN
Health Faciiity Surveyor

Survey Definitions:

MAR = Medication Assistance Record
myg = miiligrams

mcg = micrograms

NSA = Negotiated Service Agreement
Q = avery

UAI = Uniform Assessment Instrument

R 008! 16.03.22.520 Protect Residents from Inadequate | R 008
Care.

The administrator must assure that policies and
procedures are implemented to assure that all
residents are free from inadequate care.

This Rule is not met as evidenced by:
Based on interview, observations and record
review it was determined the facility failed to
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provide sufficient supervision to meet the needs
for 2 of 3 sampled residents (#1 and #3) and had
the potential t¢ affect 100% of the residents in the
facility. Additionalty, it was determined the facility
falled to follow physician's medication orders for 1
of 3 sampiled residents (#1) and the facility did
not develop a current NSA for 1 of 3 sampled
Resident's (#3). The findings include:

A. Supervision

1. Review of Resident #1's record on 12/14/06
reveaied the resident was admitied on 11/12/03
with diagnoses which included ostecarthritis,
osteoporosis, edema and hypertension,

Review of the resident's UAI dated 5/10/06
documentation in the night needs section, the
resident would occasionally ask for a drink or
help with toileting.

Further review of the resident's record revealed a
NSA dated 5/10/08. The NSA documented in the
night needs section the resident occasionally
needed assistance during the night.

On 12/14/06 at approximately 9:45 am., a
caregiver stated that during the night resident #1
would wake up "discriented" and requested
assistance.

On 12/14/06 the resident's room was observed o
have no call system in place.

On 12/14/06 at approximately 10:08 a.m., the
resident stated she was not allowed to get up at
night.

On 12/14/06 at 9:23 a.m., Resident #2, an alert
and oriented resident, stated she heard a noise in
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the hall and found resident #1 on the floor in the
hallway. Resident #2 stated, "l had to use my
intercom to call the staff downstairs to help her up
because she (Resident #1) said she couidn't get
up by herself."

On 12/14/06 at 1:00 p.m., the administrator
confirmed the resident's NSA and UA
documented that the resident had night needs.
Further, she stated that staff sleep in the
basement during night shift and staff were not up
and awake for residents night needs. The
administrator confirmed the facitity did not have a
call system in place to notify staff of immediate
needs.

2. Resident #3's history and physical dated
3/11/02, documented she was diagnosed with
congestive heart failure, coronary artery disease
and had 2+ pitting edema bilaterally to lower
extremities.

Resident #3's records documented that she was
admitted on 3/24/02.

Resident # 3's UAI, last signed and dated on
3/25/02, documented the resident suffered from
memoty loss, anxiety, poor judgment, needed
monitoring and guidance in decision making and
was hard of hearing requiring bilateral hearing
aids. Further, the resident required the use of a
walker to ambulate. The "night needs" section of
both the UAI and NSA (dated 3/25/02) stated, "If
the resident required assistance, the assistance
would be available." Additionally, the
"Supervision” sections of both the UAI and NSA
stated " the resident required assistance to stay
oriented to place and time. "

Review of the available "as worked schedulg”
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documented no staff were assigned on any night
shifts.

Observation of 4 residenis' rooms revesied the
rooms of Resident #1, #3 and one random
resident did not have a call system.

On 12/15/06 at 11:45 a.m., Resident #3 was
observed talking with a surveyor. The resident
stated, "you are going to have to show me how to
get back to my room."

On 12/14/06 at 9:45 a.m., the administrator
stated, "My family and ! live downstairs. We do
not have anyone on the night shift but we are all
downstairs sleeping. If the residents need
anything we can hear them and are able to help."

On 12/14/06 at 10:23 a.m., Resident #2 reported
that Resident #3 had wandered into her room on
fwo occasions and used her bathroom. On
another occasion resident # 3 iried to come in the
room but resident #2 stated, "I blocked her with
my walker and we were pushing back and forth
untii staff came and escorted her away."

The facility failed to provide supervision by not
being available fo assist Residents #1 and #3
with their night needs. Additionally, the facility
failed to provide or maintain a facility wide call
system for 2 of 3 resident's reviewed and could
potentially effect 100% of residents.

B. Medications

Review of Resident #1's record on 12/14/06
revealed the resident was admitted on 11/12/03
with diagnoses which included osteoarthritis,
osteoporosis, edema and hypertansion.
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The resident's UAI dated 5/10/06 documented
the facility will store medications and will assist
the resident with her medications at proper times.

Further review of the resident's record revealed
an NSA dated 5/10/06 that documented the
facility would assist the resident with her
medications to ensure they are taken as
prescribed.

The resident's record contained a physician's
order dated 8/10/06, which documented the
resident was fo take colace 100 mg twice a day.
Further, the record contained another physician's
order dated 8/25/06 which documented the
resident was to take Arthrotec 50 mg twice a day
as needed,

On 12/14/06 at approximately 8:30 a.m., the
administrator was observed assisting the resident
with her morning medications. The resident was
not assisted at that time with colace.

Resident #1's MAR for October 2006, through
December 14, 2008, documented the resident
was not assisted with her colace and Arthrotec
during that time petiod.

On 12/14/06 at 1:00 p.m., the facility's house
manager/administrator confirmed the resident
had not received her colace or her Arthrotec from
October, 2006 through December 14, 2006,

The facility falled to assist with Resident #1's
medications as prescribed by her physician.
This failure resulted in inadequaie care.

R 008
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